T wo enduring themes in the medical profession that are highly relevant to medical decision making are the importance of understanding each patient as an individual, to reach the most appropriate and beneficial management recommendations, and the need to recognize our errors, to improve clinical practice. The article in this issue by Weiner and others 1 introduces a new approach to measuring clinician performance that provides an important first step toward bringing together these two themes so fundamental to the practice of medicine.
Physicians have long recognized that it is essential for good patient care not only to have the medical facts and scientific evidence but also to understand how these facts affect each patient as an individual human being. Peabody, in his classic and oftenquoted article, ''The Care of the Patient,'' emphasizes that we must understand the entire clinical picture: ''What is spoken of as a clinical picture is not just a photograph of a man sick in bed; it is an impressionistic painting of the patient surrounded by his home, his work, his relations, his friends, his joys, sorrows, hopes, and fears.'' 2 Some 50 years later, Tumulty reminded us, ''Management means that the physician comprehends and is sensitive to the total effects of an illness on the total person, the spiritual effects as well as the physical, and the social as well as the economic. With the wisdom born of education and experience, the clinician attempts to prevent or to diminish, or to heal this sum total of effects. Specific forms of therapy are brought to bear directly upon a pathologic process. Management is concerned with the sickened person, and the family, and the community.'' 3 In more recent times, this theme continues to be reflected in such phenomena as patient-centered care, shared patient decision making, and consumer-directed care.
The importance of recognizing and learning from error dates back at least to the 13th-century Oath of Maimonides: ''Today he can discover his errors of yesterday and tomorrow he can obtain a new light on what he thinks himself sure of today.'' Nearly a century ago, Sir William Osler, continuing this tradition, advised young physicians to keep careful notes about their patients: ''Begin early to make a three-fold category-clear cases, doubtful cases and mistakes'' (emphasis added). 4 Traditionally, this attention to medical error has continued in medical education and medical practice in forms such as morbidity and mortality conferences and professional peer review.
Recent decades have seen an explosion of interest in measuring error and improving practice. The Harvard Medical Practice Study 5,6 and a very large body of patient safety and health services research have documented the extent of medical error and the gap between scientific recommendations and actual practice. At the same time, enormous effort has been expended on reducing this gap and minimizing medical error through such activities as quality improvement, guideline dissemination, clinical decision support, and evidence-based medicine. Facing these twin efforts to measure medical error and practice variation and to improve clinical practice are 2 related challenges: debate about the accuracy and appropriateness of the error measurements [7] [8] [9] [10] [11] and debate about the applicability of practice guidelines to individual patient care decisions. 12, 13 One element that is common to both of these controversies is the problem of individualizing and contextualizing individual care. In attempting to measure medical error, even when there is agreement about the medical facts and agreement regarding the scientific evidence, disagreement arises about their application in a specific patient context. Similarly, even where there is agreement among experts about the generalized recommendations made in practice guidelines, disagreement arises when these guidelines must be applied to individual patients.
Practicing physicians voice the same objection: that these efforts to measure and improve care too often pay insufficient attention to the imperative that we individualize care. Proponents of evidence-based medicine offer specific means of ''particularizing'' care from study findings, 14 quantitatively individualizing care by incorporating patient-specific data such as risk assessments, 15 and incorporating external constraints and personal preferences into management DOI: 10.1177/0272989X07311203 decisions. 16 None of these approaches, however, includes the sort of unique, patient-specific concerns that Peabody and Tumulty emphasize as essential to good care.
It is a dictum that to improve, we must measure. To move forward, what is needed is a means of measuring not only the degree to which clinical practice is concordant with scientific, evidence-based recommendations but also the degree to which individual management decisions are concordant with the concerns and the circumstances of the specific person to whom they are applied. What Weiner and others 1 have provided is a first step toward meeting this need. Clearly, their work will need to be extended and validated, and they address the limitations in their article. However, once their approach is further developed, it can provide health care research, health professional education, and health care policy with a means of employing the advances of evidence-based medicine, clinical decision support, and other efforts to improve the quality and safety of patient care without abandoning the principles espoused by Peabody, Tumulty, and modern practitioners of the art of medicine.
